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Abstract
Depression is a principal cause of increased morbidity, mortality, and decreased quality
of life for cardiovascular disease patients. Low levels of nurse confidence have been the
outcomes of several studies and anecdotal reports regarding providing care for and approaching
patients with acute and chronic illnesses in conjunction with behavioral and mental health issues.
Current literature suggests that improving nursing education on the prevalence and impacts of
depression improves nurse confidence. Depression screening tool education provided to nurses,
with detailed disease information, empowers nurses in their attitudes, knowledge, and behaviors
regarding patient depression. By improving depression screening rates among cardiovascular
disease patient adverse short-term and long-term outcomes can be reduced or evaded. This
Doctor of Nursing Project aims to improve nurses’ confidence in patient depression
identification/screening. To accomplish this in an inpatient medical unit, nursing staff completed
an informal nursing depression education. The training focused on altering attitudes, knowledge,
and practices associated to patient depression. The predicted outcomes are an improved selfefficacy after completion of the education. A sample of 23 paired nursing participants analysis
revealed an improvement of 11% in total in the completed survey scores after the education
intervention. Further development and recognition are needed to close healthcare personnel’s
gap in caring for chronic disease patients with comorbid behavioral health problems.
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Chapter I: Problem Background and Purpose of Project
This chapter offers insight into the background of the problem, the significance of the
problem, and the purpose of the project that is proposed to address the problem.
Introduction. Cardiovascular disease (CVD) has evolved into one of the most prominent
health concerns and medical efforts of modern-day healthcare and public health initiatives in the
United States (U.S.). The primary effort to answer the CVD pandemic launched in the mid-20th
century where innovations in primary and secondary prevention practices, blood pressure control
and smoking cessation, saw dramatic reinforcement (Weir et al., 2016). Throughout this era, the
yearly CVD mortality rates decreased from 750,000 in 1970 to nearly 600,000 in 2010 (Weir et
al., 2016).
Further efforts were integrated at the culmination of the 20th century and the
commencement of the 21st century to slow down the mortality rates. Nevertheless, ten years
after the turn of the century, mortality improvement rates were not keeping pace compared to the
last three decades’ (Sidney et al., 2016). An objective released by the American Heart
Association (AHA) in 2012, the Million Hearts Initiative, to prevent one million CVD deaths by
the year 2022 said in a report released in 2016 that they are slightly below projected goals
despite developments for patients in medical interventions, access to health information, along
with government intervention (Melnyk et al., 2016).
Depression contribution, as preluding comorbidity and as a resulting outcome of CVD,
has been a subject of ongoing debate ever since the AHA released guideline in 2008
recommending routine screening of depression among CVD patients (Lichtman et al., 2008; JHa
et al., 2019). Even since the year 2001, it is recognized that depression has been found to affect
disproportionately negatively those diagnosed with CVD. Healthcare workers and nurses have

1

shown statistically through surveys and anecdotal reports, that they are not effectively prepared
or proficient to help address depression amongst the CVD patient populace (Weare et al., 2019;
Ziegelstein et al., 2005)
Problem and Significance. One of the most significant impacts of depression on CVD is
the subsequent increased utilization of the patient population’s hospital resources (Baumetister et
al., 2015). One powerful example is the Chronic Heart Failure (CHF) population. Total direct
costs for CHF patients in 2012 were estimated to be $30.7 billion and are projected to elevate
dramatically to 69.7$ billion by the year 2030 in the U.S. alone (Jackson et al., 2018).
Nurses’ contribution to this outcome is that they are, in most countries, seen as the most
extensive collection of healthcare professionals in the medical services vocation. Every day,
hundreds of thousands of individuals are assessed and evaluated by nurses throughout a
widespread healthcare environment. Nurses not only complete comprehensive evaluations of
those patients but can then focus on specific signs or concerns that can potentially identify
worsening medical conditions.
Unfortunately, despite the best intentions and practices from a nursing standpoint,
depression remains a highly undiagnosed issue among cardiovascular patients (Jha et al.,
2019). The World Health Organization (WHO) continues to outline that although mental health
care remains a focus in the integration of medical services throughout the U.S., there is a large
portion of nurses that lack the knowledge and skills to identify and assist patients with mental
disorders (Moussavi et al., 2007).
Enhancements in nursing education and incorporating evidence-based research into
nursing practice are foundational pillars in advancing the nursing profession. These principles
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lead to refining healthcare practices and improving patient outcomes. This Doctorate of Nursing
(DNP) Project will integrate these concepts and principles.
Purpose Statement. This project aims to examine the impacts of supplementary mental
health education for nurses’ self-efficacy regarding cardiovascular disease patients with
depression following a knowledge, attitude, and practice-based model.
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Chapter II: Review of Literature
This chapter gives a comprehensive review of the literature. A narrative description of
the literature search is provided. It offers explanations for research studies and articles related to
the core topics for this DNP project. It delivers a summary of the research findings.
Review of Literature. Several databases were used to gather information relevant to the
subject matter. In each search, the timeline was newer than the year 2008 to reflect data after the
AHA guideline release. Efforts in limiting search criteria in this timeframe focused on research
studies. Additional limitations to remove practice guidelines or opinion articles with, some
exceptions given to provide historical subject perspective and baseline comparison. The use of
double and triple Boolean operators for keywords narrowed search results to the top 20-100
results averaged across all search databases.
The PubMed database, the Cumulative Index of Nursing and Allied health Literature
(CINAHL), Cochrane Database, and Scopus database are included. The keywords searched
were: cardiovascular disease, CVD, depression, depression screening, comorbidity, nurse,
mental health, physician, communication, education, video learning. The use of the CVD
abbreviation compares search tallies and gets an overall indication for the utility of inputs of
common synonyms or abbreviations.
With initial searches of “depression screening,” the author found word choice selection
was difficult to gather the applicable hospital and clinical studies. Varied specific instruments
and evaluations in the search results were found for “scale” (PHQ2, PHQ8, PHQ9, Geriatric
Depression Scale, and Cardiovascular Depression Scale) that yielded a 45% increase in search
results across all tables.
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Search for mental health education included associated mood and anxiety disorders that
yielded an additional 25-45% increased results across databases. The term “communication”
also contained results for synonyms “referral,” “discussion,” and “talk” to yield an additional
25% relevant results. The term “physician” included results for terms (APP, physician assistant,
nurse practitioner, nurse practitioner (NP), doctor, social worker) that yielded an additional 3752% relevant results based on the database. Lastly, video learning included similar
implementation strategies that utilize the same media types/files (computer, YouTube, online
module). For the search table data for PubMed, see Table 1; for Cochrane, see Table 2; for
CINAHL, see Table 3; and for Scopus, see Table 4.
Literature Support of CVD and Depression Correlation. There has been outstanding
data and cohort studies linking depression as both a comorbidity contributing to CVD and as an
outcome of CVD. Although the rate of depression varies depending on the type or severity of
any given CVD, the consensus about prevalence is generally widespread (Jha et al., 2019;
Baumeister et al., 2015; Sgoifo et al., 2015; Hare et al., 2014; Rutledge et al., 2006; Jani et al.,
2016; Duivis et al., 2011; Kuhlmann et al., 2019). In a cohort study involving 1,937,360 patients
gathered from 1997 to 2012, after an appropriate adjustment for contributing CVD risk factors,
new onset of depression was associated with 8 of 12 new and pre-existing CVD diagnoses
(Daskalopoulou et al., 2016).
A 37 systematic article review conducted by Rutledge et al. (2006) looking at depression
prevalence found varying degrees of depression within the CVD population ranging from 16% to
44%. The average depression prevalence is calculated to 21.6% across all studies. In more
recent findings, specifically looking at individuals with coronary heart disease (CHD), the
prevalence range averages higher between 38% of patients meeting screening criteria for base
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depression and 26% of patients meeting criteria for moderate to severe depression (Jha et al.,
2019)
The most prominently researched associations for CVD and depression are linked to
CHD. Still with increasing morbidity, it is found more frequently for specific patient populations
such as CHF or peripheral vascular disease (PVD) populations. In a 170 patient study completed
by Zahid et al. (2018), upwards of 60% of CHF patients met qualifying criteria for depression
after conducting several repeated PHQ questionnaire screenings and face-to-face interviews over
6 months. Although there were some study limitations, Zahid and colleagues consider the
severity of heart failure based on the New York Heart Failure Association’s guide and its impact
on depression prevalence and severity. An additional study by Rutledge et al. (2006) found
depression prevalence among CHF patients calculated to 21.6% across studies depending on the
degree of heart failure. For PVD, in a cohort study by Arya et al. (2018) with 155,647 patients,
depression symptoms were established in 16% of patients, which is low compared to similarly
conducted studies.
An association between depression as a comorbidity with its biological influence on CVD
is found from contributions of the following factors: Autonomic dysfunction (Sgoifo et al.,
2015), increased platelet reactivity (Williams et al., 2019), insulin resistance (Shomaker et al.,
2011), chronic inflammation (Duivis et al., 2011), and neuroendocrine imbalances (Kim et al.,
2016).
Literature Support of Decreased Outcomes for CVD Patients with Associated
Depression. The prevalence of depression among CVD patients brings to the forefront concerns
for adverse outcomes both in the short-term and long-term (Henao Perez et al., 2020; Kuhlmann
et al., 2019; Richards et al., 2018; Arya et al., 2018; Jani et al., 2016, Rutledge et al., 2006; Siu et
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al., 2016; Haddad et al., 2013; Zahid et al., 2018). The 52 article systematic review completed
by Lichtman et al. (2014) analyzed the association between depression and cardiovascular
impacts for multiple cause mortality. They found from the review of evidence that depression is
a risk factor for multiple combined endpoints of mortality or cardiac events. They suggested that
not enough emphasis is implemented on the impacts of depression on CVD in healthcare
professional recommendations.
A cohort study conducted by Henao Perez et al. (2020) found that patients with existing
depression after three months after an acute hospitalization presented higher rates of complicated
pre-existing factors (diabetes, thyroid disease). In addition, depressed patients are found to have
a three times higher likelihood of having post-discharge complications at three months than those
who were not depressed (Henao Perez et al., 2020). Kuhlmann et al. (2019), in their cohort study
of 1,024 patients, with rates of 12% clinical depression and 45% subclinical depression, found
that depressive disorders and symptoms are substantial risk factor-adjusted preluding factors for
mortality at 12-months after an acute hospitalization.
Arya et al. (2018), a cohort study of 155,647 patients, found that depression present in
PVD patients was at a 13% higher risk for amputations; and a 17% higher risk for mortality than
patients with no depression. Having depression as a working list condition increased mortality
risk by 18% to 25% for all peripheral artery disease patients. Jani et al. (2016) in their 425
person cohort study, found in CHF patients that those with a PHQ9 score higher than 5 had a
hazard ratio for death of 2.02 and hospitalization of 1.42 over those with lower PHQ9 scores. In
their literature review, Hare et al. (2014) outlined the impacts of depression within CVD patients
on the psychosocial environment, lifestyle modification alteration, and medication adherence.
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Rutledge et al. (2006), within their systematic review of 37 articles, combined results to
link that higher mortality and cardiac events increased hospital and emergency room use, and
overall healthcare utilization are found among depressed patients. On a less endpoint analysis,
Richards et al. (2018), a 24 article review of randomized control trial studies, found that patients
with CHD and diagnosed with depression had a 5.5% to 7.3% reduction in mortality among the
trials that stressed improvements in depressive symptoms and anxiety management six months
after coronary artery revascularization, angiography, or angina caused hospitalization.
Literature Support showing Lack of Depression Screening / Validity of PHQ2 and
PHQ9. The U.S. Preventive Services Task Force (USPTF) states that the economic and disease
burden of depression is substantial for patients. To combat this depression, screening should be
implemented and outlines that the PHQ in its various forms is recommended (Siu et al., 2016).
The PHQ2 and PHQ9 are validated depression screening tools assist with the identification of
depression among CVD patients (Ceccarini et al., 2014; Haddad et al., 2013; Bradley &
Rumsfeld, 2015; Jha et al., 2019; Lichtman et al., 2008; Hare et al., 2014). This statement was
released to support the AHA recommendation that all patients who present with CVD should be
screened with the 2-item questionnaire, the PHQ2, then complete screening with the PHQ9 for
those who screen positive on the PHQ2 (Lichtman et al., 2008).
Ceccarini et al. (2014), in their review of literature, conducted an examination of 8
depression investigative tools to determine which would fit well for a cardiac hospitalized
setting. The PHQ tools help identify and assess depression symptom contribution on admission
to the hospital. This is due to the short time required to complete the questionnaire, it is not
necessary to require trained personnel to conduct the screening, and its minimal cost to integrate
into the hospitalization admission process.
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Jha et al. (2019) and Bradley & Rumsfeld (2015) confirm that there are additional tools
for screening depression in patients presenting with current or historical CVD contributions, but
the PHQ2 and PHQ9 are the best tools to utilize due to ease of use, it is translated in multiple
languages, and easily accessible within a public domain. Jha et al. (2019) continue that the 2step PHQ2 and PHQ9 are integrated within electronic health record systems that facilitate
routine screenings and relaying important findings to multiple caregivers across a patient’s
interdisciplinary team.
In their clinical review, Hare et al. (2014) outline recommendations for screening timing
and screening methodology. They are stating that “depression in its own right is the main driver
of quality of life and requires prevention, detection and management” (Hare et al., 2014). They
suggest completing screening with a self-report questionnaire, such as the PHQ series, and that
screening should be done for ACS patients initially and for all CVD patients two months
sequentially or at least annually (Hare et al., 2014).
Haddad et al. (2013) completed an international cross-sectional comparative analysis
between the PHQ and Hospital Anxiety and Depression Scale (HADS-D) on 730 patients
without a previous diagnosis of depression. They found that the PHQ9 questionnaire is more
efficient in detecting depression symptoms over the HADS-D due to its base in the diagnostic
measures according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-V). In
the cohort study conducted by Zahid et al. (2018) of 170 patients with CHF, the PHQ9, without
the PHQ2, utilized in combination with clinical interviews by trained caregivers revealed up to
60% of patients had a degree of depression.
Literature support of nursing education intervention. The USPTF and AHA
recommendations for depression screening revolve around having “adequate systems in place”
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and ensuring that staff, facilities, and patients are prepared to address the depression and its
impacts on CVD patients, as illustrated in previous sections (Siu et al., 2016). Specifically
looking at nurses, the introduction of education, both formal and informal, has been seen as an
effective intervention (Lichtman et al., 2008).
In a study conducted by Clarke et al. (2006), an interventional formal training session for
nurses following mental health guidelines found that nurses’ overall confidence levels improved
to approach and discuss impacts of mental health on physical symptoms with patients. The
training assisted with elevating nurses’ overall comfort level when dealing with patients with
mental health symptoms. Preparing nurses in this sense follows AHA and USPTG
recommendations for staff preparedness to assist depressed patients (Clarke et al., 2006).
A literature review conducted by Knaak et al. (2017), outlined the influences of
stigmatization from healthcare on patients in sensitive groups or those with mental health
disease. Educating nurses is one way to decrease stigmatization in healthcare environments that
improve recognition of depression symptoms. Reviewing relevant literature found that nurses
report higher amounts of comfort and preparedness to approach and complete mental health
screening after formal education measures are implemented (Knaak et al., 2017).
A qualitative research study completed by Bina et al. (2019) of 389 surveyed nurses
found that the nurses who completed formal training reported a higher perceived preparedness to
approach and screen patients for depression. Nurses also reported improved attitudes towards
their preparedness to discuss screening results with patients and providers after completing
formal education on the subject of depression (Bina et al., 2019).
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See Table 5 for Evidence Data Table. This table is available for additional brief
information regarding evaluated studies and literature, level of evidence, literature weaknesses,
and recommendations for the proposed project.
Nurse Surveys. The revised Depression Attitude Questionnaire (R-DAQ) is built from
the original Depression Attitude Questionnaire (DAQ) which was developed in 1992 to measure
clinician’s attitudes regarding depression among their patients (Haddad et al., 2015). Recently,
Haddad and colleagues (2015) revised the DAQ to include reports from nurses who are in a
setting where depression recognition may occur. This revised questionnaire is built in a fivepoint Likert scale format, or answers ranging from strongly disagree to strongly agree, with a
total of 20 questions. Reliability for this survey tool has been calculated with Cronbach’s alpha
to 0.85. Use of the R-DAQ for this project will be completed with the permission of Dr. Mark
Haddad (M. Haddad, personal communication, September 3, 2021).
The Late-Life Depression Questionnaire (LLDQ) was originally developed in 1992 by
Pratt and colleagues (1992) was then modified by Zylstra and Steitz (2000) and has consistently
been utilized throughout several studies in the last 7 years (Huang et al., 2014; Chuang et al.,
2018; Lee et al., 2020) for its use to determine knowledge about the level of late-life depression
among nurses, physicians, and other healthcare professionals. In the original Pratt’s et al. study
(1992) the Cronbach’s alpha calculation was 0.85. This quiz is a 13-item survey scored as true
and false for each question. Permission for use of the LLDQ was obtained from Dr. Pratt
(Personal communication, September 20, 2021).
Lastly, the Nurse Confidence Questionnaire is a 12-question survey created by Chuang &
Kuo (2018). This instrument was developed by said researchers after an extensive review of
available literature and found that there has been no scale or survey created specifically designed
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to measure a nurses’ confidence in caring for an older adult with depression. The survey was
constructed based on Bandura's self-efficacy theory (Bandura, 1977). It is structured using a 5point Likert scale rating with a higher score indicating more confidence. Cronbach’s alpha
calculated in the study was 0.94. The use of this survey is to analyze confidence based on
Bandura’s theory, as this theory is an integrated part of this improvement project. Permission to
use this survey was obtained from Dr. Chuang (Personal communication, September 10, 2021).
Literature Summary. Summarizing the literature review, the prevalence of depression
and mental health issues among patients in the CVD population is established. Among this
population, specific specialized and common pathological pathways exist that demonstrate a
heightened sensitivity to depression. Depression as comorbidity and a resulting outcome of
CVD events or disease have impacts on both short-term and long-term morbidity, mortality, and
healthcare resource utilization. Healthcare professionals are not adequately prepared, educated,
and trained in the identification of and/or readiness to assist patients with mental health
contributions in disease presentation. The PHQ2 and PHQ9 are validated and effective screening
tools in the process of depression diagnosis, completing remission screening and determining
depression treatment effectiveness. Improving nurse mental health education empowers nurses
to evaluate for, complete screening tools, and communicate concerns within the interdisciplinary
healthcare team. There are available survey tools that have been scientifically validated and
supported in their use among nurses to determine knowledge, attitudes, and confidence.
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Chapter III: Theoretical Underpinnings
This chapter outlines the theory that serves as a base for the DNP project. This section
explains the implementation theory that assisted the author in implementing his quality
improvement intervention. Implementing a nursing theory into the DNP project expedites
change and improves the probability of long-term success (Zaccagnini & White, 2017).
The DNP essentials of doctoral education state that “the DNP program prepares the
graduate to . . . use science-based theories and concepts . . . [and] develop and evaluate new
practice approaches based on nursing theories and theories from other disciplines” (Zaccagnini &
White, 2017. Pg. 468). To fulfill this requirement, the author utilized a theory created by Dr.
Albert Bandura on the alteration of perceived individual self-efficacy towards accomplishing
behavior change (Bandura, 1977).
Self-efficacy is a set of an individual’s beliefs that ultimately determine how one can
implement a plan of action for a specific situation (Bandura, 1977). Nurses operate on a
cognitive level by understanding the consequences of their behavior in the workplace (Cziraki et
a.l, 2018). This cognition is gained through education, positive experiences, and social learning.
(Cziraki et al., 2018). In this DNP project’s scenario, the nurses’ self-efficacy will be developed
through four main components outlined in Bandura’s theory: performance outcomes, vicarious
experiences, social persuasion, and stabilizing emotional and physiological states (Bandura,
1977).
First, the performance outcomes are also viewed as mastery experiences. For this project,
this concept is implemented and manifested as an opportunity for nurses to complete a selfsurvey and interpret their past experiences with their knowledge, attitudes, and skills towards
depression among the older adult population (Bandura, 1977). By completing this survey nurses
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can realize the lack of mastery experiences associated with mental health and accept the
opportunity or challenge presented to them to improve themselves (Bandura, 1977). In the form
of a completed education module (with verifying mastery questions) nurses will have the
practice and evidence to prove to themselves that they can be successful or, in other words, have
a positive performance outcome related to mental health. With recurrent positive performance or
mastery experiences, the nurses’ interpreted self-efficacy of depression within the patient
population will reform into confidence in practice (Bandura, 1977).
The second concept of Bandura’s theory is that through vicarious experiences (also
known as social role modeling) the participating nurses will build one upon the other by seeing
the success of others (Bandura, 1977). Horizontal learning through peer empowerment, instead
of vertical problem solving or instruction, builds further nurse confidence through colleague
teaching or demonstration. Seeing others in a similar scenario of learning, trialing, and
demonstrating raises one’s belief that one can accomplish the same (Bandura, 1977). An
outcome of this phase is the construct of autonomy.
The third part of building self-efficacy is through social persuasion or receiving positive
feedback while completing a challenging experience. Reinforcement of personal ability to
accomplish and work builds further confidence and self-belief in personal ability (Bandura,
1977). The nurse received this positive feedback during the education phase, the social learning
phase, and at the end of the intervention phase of the project. The feedback was in a professional
but personalized format to be more effective in influencing positive self-image (Bandura, 1977).
The last point is to address both the physical and mental well-being of the nurses
(Bandura, 1977). This project is being implemented from the perspective of the national
COVID19 pandemic. Many hospital nurses report, with varying severity, feelings of increased

14

anxiety, depression, and caregiver burnout (Raudenska et al., 2019). These impacts can directly
influence the author’s ability to implement a “new” practice and step in the acute care hospital
unit’s admission process.
A key aspect of Bandura’s theory is the individual managing the delicate balance
between the constant bombardment of life’s unique scenarios that stress a person’s ability to
complete self-care (Bandura, 1977). Depression, anxiety, mental fatigue, and in this scenario,
nurse burnout, play a part in the implementation of this project as Bandura outlines that a person
cannot experience elevated levels of efficacy if, both physically and mentally, they do not feel
healthy or well (Bandura, 1977). Protecting nurses on these levels is of the utmost importance
during the implementation phase of this project. Measures taken to ensure the nurse is protected
are outlined later in this proposal in combination with the utilization of a change theory outlined
below.
A flow chart showing how the integrated portions of Bandura’s theory are combined is
included. Components of the DNP project are divided as appropriate into the four main
components to cumulatively integrate to change a nurses’ self-perception which then alters
attitudes, knowledge, and behaviors. See Figure 1 for the example flow chart.
The change theory guiding the implementation of this DNP project is Lewin’s change
theory. This change theory is a three-step progression utilized to strategically alter current
behavior and ideas within an organization in preparation for a change (Shirey, 2013). It has a
foundational approach in the requirement to change or reject past learning or practices to make
space for a replacement or improved practice (Shirey, 2013). It has three chief principles: an
equilibrium, the driving force, and the restraining force. Implementing a driving force alters the
equilibrium of a practice environment towards making change, whereas the restraining force is
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the opposite or opposing force resisting change. A state of equilibrium is when both forces are in
balance, and no change occurs (Shirey, 2013).
This occurs over two of the three steps to achieve change, with the third step returning
forces to an equilibrium; this process is compared to an ice cube. The first stage, the unfreezing
stage, implements analysis of current practices and perceived resistance to changes among those
individuals of the targeted change group. This analysis is then utilized to alter the perception of
change for individuals or groups or decrease the restraining force. Changing the perception of
change can be done through several means; the author’s scenario will be to survey affected
nurses and nurse leadership about their perception of practice, need for change, and change
concerns; then provide appropriate data, education, and outlines for depression screening
implementation and education (Shirey, 2013).
When appropriate analysis and unfreezing are conducted, the equilibrium shifts towards a
state of change as the driving force overcomes the restraining force. This preparation of the
organization and people for change is known as the change stage or the liquid stage (Shirey,
2013). It allows for the implementation of a new or desired behavior, integration of new
practices, introduction of organizational goals, and institution of processes or plans to alter
structure within the group or individuals. For this DNP project, the change stage was the
implementation of depression education. This stage also integrates addressing ongoing concerns
for this DNP project; it will mainly address intervention questions/concerns and investigate
obstacles to intervention integration.
The final stage is known as a return to a state of an equilibrium of forces as more
restraining forces come into play after introducing change, or the refreezing stage. This stage is
characterized by stability and reinforcement of the new state after it is reached. People accept
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the change as the new normal without resistance (Shirey, 2013). This phase of the DNP project
was conducted with the post-survey with staff to question intervention effectiveness opinions,
methodology utilization, and address additional concerns to prevent unfreezing.
Lewin’s change model approaches a unique problem in the author’s prospective unit in
which the nurses have been chronically exposed to expected changes and variables of practices
that accompanied the COVID-19 pandemic. Utilizing a change theory to set up a project
provides the most successful implementation by addressing pre-existing notions or resistance to
change among the nurses (Shirey, 2013).
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Chapter IV: Project Description and Structure
This chapter outlines the proposal for this DNP project. It will include the
setting/location of the project, the sample, project description, members of the project team,
project tools, a project SWOT analysis, and scope statements. More information on the project
stakeholders and sponsors will be given. The organizational assessment, support, and SWOT
analysis will be provided. Needs assessment, and project goals and objectives are included.
Project Description / Structure. A pre-intervention survey is completed among the
nurses. Following the survey, the participants complete an education module on AHA
recommendations, depression prevalence.
among CVD patients, and depression screening tool education. Then participants complete a
post-intervention survey (i – pretest, X – Intervention, and ii – posttest). After completing the
nurse education and surveys the author conducts a review of the data and statistical treatment to
analyze the effectiveness of nurse education in improving nurse self-efficacy.
Setting. The setting is an inpatient acute care medical hospital unit with 56 beds, the
Acute Cardiovascular Unit (ACVU). This medical unit specializes in CVD and is a funnel for
cardiac, thoracic surgery, and respiratory intensive care units, cardiac catheterization recovery,
and patients admitted from the emergency department for a cardiopulmonary workup. There are
a total of 85-95 working nurses on the unit.
Sample. After consulting with a statistician, a power analysis utilizing G*Power was
used to determine the minimum sample size necessary to have significant results. With an effect
size of 0.80, and with the standard deviation at d=0.5 the goal participant size is n = 44. The
effect size is based on related studies on mental illness education for nurses. Inclusion criteria
for participation are individuals who have a registered nurse license; the nurse works part-time,
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full-time, or PRN; nurses express willingness to participate and to complete the full education
intervention, and can read/write in English.
Project Tasks. Distributing the pre-intervention nurse survey & survey collection;
conducting informal nurse education series; distributing post-intervention nurse survey & survey
collection; completing data collection, statistical treatment, and analysis.
Team. The team for the DNP project is composed of the DNP student, the DNP project
committee chair, the DNP project committee, ACVU nursing management, and 5-7 select
nursing leadership staff, and correspondence with the unit nurse educator and institution research
personnel. Each correlated member of the DNP program team has responsibilities. The DNP
student developed the project proposal, completed the project /subsequent data analysis, and
project defense. The DNP project committee chair provided instruction and guidance to the DNP
student during the development of the project proposal, IRB approval, project implementation,
statistical analysis, and project defense. The DNP project committee reviewed the provided
project proposal and was present for the project defense in the Spring of 2022. Nursing
management and the select nursing leadership assisted and provided support to the DNP student
during project planning and implementation regarding hospital protocol and survey distribution
protocol.
Project Tools: Nurse Survey. The pre-intervention nurse survey has four parts. The first
part is socio-demographic data questions that include six questions about age, years of RN
experience, current employment status (i.e., part-time, PRN, full-time, agency), highest degree
attained (i.e., doctorate, master, bachelor, associate), gender, years working within the current
department, and professional rank (i.e., floor nurse, charge nurse).
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The Likert scale portion of the survey is composed of the remaining three parts, Part A,
B, & C (see Appendix C). Part A consists of the R-DAQ developed by Dr. Haddad and
colleagues (2015). Some minor alterations to the R-DAQ questionnaire were done by the author
to assist with understanding, as the questionnaire is written in British English. These changes do
not alter the validity or utility of the survey. An additional three questions were included in the
questionnaire more related to the nurse and depression screening as there are no screening
questions included in the original questionnaire. These additional questions assess completion of
depression screening at initial hospital admission; assessment of beliefs about the need for
depression screening among cardiovascular disease patients; and nurse perception about time
limitations to complete depression screening in conflict with workloads.
To determine the face value of these additional three questions of the R-DAQ, they were
sent to several doctoral mental health nurse educators/practitioners as well as three to five
members of the institution’s research committee for review. The questions were rated on a scale
of 1-4 with (1 being not valid and 4 being valid). The questions all received scores of 4. See
Appendix C Attachment 1 for the survey.
Part B of the nurse survey is the Late-Life Depression Quiz developed by Pratt and
colleagues (1992). See Appendix C Attachment 2 for the survey. No alterations were necessary
for this portion of the survey. Lastly, part C of the nurse survey is the Nurse Confidence
Questionnaire developed by Chuang & Kuo (2018). This survey was originally written in
Chinese and required translation for use, to protect the integrity of the original Chinese survey,
translation to English was completed through two separate qualified translating services. The
purpose of the survey in this doctoral project is not to validate an English translation of the
survey. See Appendix C Attachment 3 for the survey.
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Instruments. The depression screening tools taught to the nurses in this project were the
PHQ2 and PHQ9 depression screening tools developed by Pfizer. These tools consist of a total
of nine questions, the first two questions of the PHQ9 are the PHQ2 questions. If one of the
PHQ2 questions is answered positively, the remaining PHQ9 questions will be completed. The
PHQ9 score total guides clinicians in addressing the degree of depression expressed by the
patient. A copy of the PHQ2 and PHQ9 are included in Appendix B.
Education Module. A series of four pre-recorded short presentations with visual
learning and explanations of topics related to the knowledge attitudes and practices contained in
the appropriate and correct sources as described above. Nurses had access to these videos
through the hospital unit’s online nurse communication and unit education portal, Microsoft
Teams, as well as to those who requested a link to the recorded videos on YouTube. Digital
copies were available as well.
The author created the slides utilized in the education module, see Figures 2-5 for
reference. The video slides were based on nursing education collected from the AHA and New
England Journal of Medicine recommendations for depression screening; the prevalence of
depression within the CVD population; and Up-To-Date / Lippincott Procedures’ depression
education on recognition of symptoms/depression education for patients.
Also, the education slides reviewed the PHQ2 and PHQ9 (Appendix B) screening tools
with their designated purposes and utilization of the integrated screening tools within the
electronic health record. The cumulative learning experience leads to the nurse learning to
initiate a discussion within the interdisciplinary team (charge nurse, social workers, physician’s
nurse coordinator, and the physician) for positive depression screening scores.
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The author then recorded audio explanations of the slides and formatted the auditory and
visual presentations into a video format. Nurses had access to these videos through the hospital
unit's online nurse communication and unit education portal, Microsoft Teams.
The access to the education videos in an online format allowed participating nurses to
complete the education at their own pace. The assumption was that the education modules are
going to be completed during hours that the nurse is working, although this is not a required
work education project. Nurses are busy with their work tasks, and having an education system
that is accessible, easy to complete, and targeted to a specific group allows for the highest
possibility of completion and limited incomplete education or missed education intervention
opportunities.
At the end of each video education segment, two question critical thinking scenarios were
generated by the author and presented to verify that learning has occurred during the education
module. The nurses were prompted to get assistance from the author in finding difficulty in
analyzing and responding to these mastery questions.

These critical case studies scenarios and

questions were based on similar situations to one that the nurses may encounter working within
their patient population.
A bi-daily evaluation of nurse depression education modules completion was done by the
author. This included a utilization review, inquiry of improvement opportunities, and additional
nurse recruitment prospects. No overarching implementation hurdles were present.
Expected outcomes. Outcomes of improved survey scores across the three survey
components were the expected result of the education intervention. As per Bandura’s theory an
improvement in attitudes, confidence, and knowledge in this manner change the participating
nurses’ self-concepts associated with nurses’ self-efficacy.
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Sponsor, Stakeholders, and SWOT Analysis: Project Sponsor. The organization’s
project sponsor is an acute care cardiovascular-based medical unit at Intermountain Healthcare’s
Intermountain Medical Center facility. This is a nursing unit responsible for nursing
coordination and care of multispecialty groups that include heart failure, cardiothoracic surgery,
thoracic surgery, general cardiology, interventional cardiology, electrophysiology, and vascular
surgery, and cardiovascular hospitalists. These specialties have 35 providers and over 27
advanced practice providers.
Key Stakeholders. Internal key stakeholders that are closely tied and have an integrated
interest in the outcomes of this project include 2 cardiac hospitalists and 7 nurse practitioners.
The nurse manager of the medical unit, 33 members of ACVU nursing leadership, and the nurses
participating in the project. These members assisted in expanding opportunities for nursing
involvement and assisting during the education intervention. Other staff and administrative
stakeholders involved with this project are case managers/social workers, nurse coordinators, and
ACVU practice nurse educator.
External key stakeholders associated with this DNP project are the DNP committee chair,
the associated committee members, insurers, and community mental health support groups who
have an interest in the improvement of long-term health outcomes of the patient and decreasing
healthcare utilization costs. The patients themselves and their families are the most to benefit
from this proposed project. This is due to the potential the project has to limit the amount of
healthcare utilization, improve short and long-term health outcomes for morbidity and mortality,
decrease economic burden, and generate higher lifestyle satisfaction.
Project SWOT Analysis. Strengths. A low to no cost to implement a project on ACVU
when the nursing budget and research funds are low or not available at all. Project is supported
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highly by research evidence from multiple reviews and large cohort studies as well as from
professional guideline recommendations of the AHA, USPTF, and the American College of
Cardiology. Weaknesses. Implemented during the perspective of the pandemic with limited
research data into how COVID is influencing CVD outcomes, depression, and lifestyle
management for the patient population. The project has no data on the effectiveness of nursing
education based on the number of nurses participating, ACVU has a higher than normal count of
total nurses compared to a typical acute care unit.
Opportunity. The implementation across multiple CVD-oriented units within the inpatient
setting is applicable as well as several specialty outpatient clinics associated with CVD
specialties. High amount of interest from several specialty groups for coordinate support
including CT surgery, Thoracic surgery, Heart Failure, Cardiology, and Internal medicine
groups. Threats. Limited ability for budget contributions from ACVU nursing budget. See
project scope statements. The cultural impacts of the greater Salt Lake area is unique and has
limited research available to account for the unique religious cultural influences on the patients.
DNP Project Goals and Objectives. Expand awareness, reduce negative stigma, and
explore options for improvement of depression screening and understanding among acute care
nurses. This was illustrated through nurse reports of improved confidence to assess for,
complete screening, and initiate conversion within the interdisciplinary team for depression
screening results.
Fulfill theory of change among ACVU to create an environment conducive to
improvement and change prior to, during, and after implementation of DNP project. This was
accomplished through the completion of the nurse pre-survey, weekly project implementation
evaluations, and nurse post-survey to analyze the effect of education.
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Demonstrate the value of implementing evidence-based practice in nursing practice
methodology. This was accomplished through informal education to nurses to be based on AHA
guidelines, depression impacts and depression outcomes with study evidence, and appropriate
utilization of PHQ2 and PHQ9 screening forms.
Organization Assessment and Market AssessmentAfter conducting an organizational
assessment of the multi-specialty group for the greater Salt Lake Valley area, the integration of
nurse depression education and familiarity to practice, similar to that of postpartum depression,
was seen as a vital stepping stone in improvement of short-term and long-term cardiac outcomes
for patients. The nurses and providers agreed in a general consensus that nursing education and
confidence was lacking in regards to depression among the patient population.
Communication and Support. The project only continued based on approval from the
organization research committee. Support from ACVU nursing leadership council members and
cardiovascular hospitalists were utilized in assistance of the project implementation to ensure
proper interdisciplinary approach, weekly evaluation reports, and marketing of DNP project’s
opportunity for nurses, physicians, and advanced practice providers
Scope of Project Statements. This project did:


not require access to any patient or employee information, data, or documentation.



not require nurse participation in the intervention surveys if not desired.



not require nurse participation in informal nursing education.



not require ACVU funding unless deemed appropriate and approved by nursing
management.



not continue without approval of ACVU nurse management and leadership.
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continue as approved by University of Nevada, Las Vegas, and Intermountain Healthcare
IRB and/or research committee approval.
Needs Assessment. The author conducted an informal initial survey among nursing

leadership (n=32) on the ACVU unit for charge nurses and management staff. Of the
respondents 67% were not familiar with validated PHQ2 and PHQ9 depression screening tools
and 88% felt they needed additional training to identify depression symptoms and implement
depression screening for their patient population.
A literature review revealed a longstanding issue of attitudes and preparedness for
screening of cardiovascular disease patients. An Australian study found that only 3% of
cardiologists routinely use depression screening in their practices and the majority of
cardiologists believed that primary care providers were primarily responsible for the
identification and treatment of depression among CVD patients (Hare et al., 2020).
A comparative cardiologist national survey conducted in the early 2000s in the U.S. by
Feinstein et al. (2006) for 796 answered responses showed that 49.9% of physicians were
unaware of depression as an independent risk factor contributing to CVD; 71.2% asked less than
half of their patients with CVD about depression symptoms. Within the same surveyed group,
these physicians reported that up to 50% of their patients have depression (Feinstein et al.,
2006).
For nursing attitudes about preparedness to implement depression screening tools and
methods can be demonstrated by a study conducted by intensive care nurses (Weare et al.,
2019). Of surveyed nurses, 73% reported being unprepared or nervous to care with a patient
with mental illness; 10% would prefer not to care for a patient with mental illness if they had a
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choice; <25% of respondents reported having adequate ability to complete basic recommended
mental screening.
Financial Viability. From a financial standpoint, this project has no barriers or burdens
that would inhibit the introduction of depression nursing education. On the contrary, many
professionals have agreed to the ease of utilization and implementation of the PHQ2 and PHQ9
within the acute hospital setting (Yuan et al., 2019). The time burden or requirement for nursing
education is also at a minimum as the education will be video instruction modules where nurses
can have access at any time, complete at their own pace, and return to topics if needed. If nurses
should assess for and determine the need of depression screening of their patients the PHQ2 and
PHQ9 are minimal forms that do not require copious amounts of documentation and minimal
nursing time requirements (Jha et al., 2019).
No budgeted money allotment was requested from IHC Intermountain Medical Center
Heart and Lung nurse managers for this project, unless determined to be of benefit or appropriate
by said managers. Informal nurse education was completed on a volunteer basis with no
employee related educational requirement and was done at the discretion and time available to
the volunteer nurse participant. The nurse education implementation plan did not require the
assistance of floor nurse educators.
Organization SWOT analysis. Strengths. An established EHR with already assimilated
PHQ2 and PHQ9 screening forms with alerts to case management and nursing of high screening
results. These screening forms do not require alterations or assistance from the EHR team for
integration. ACVU has a strong chain of command with nursing leadership and management
supportive of new research-based initiatives and projects to improve patient outcomes and
experience. Weaknesses. High amounts of reported caregiver burnout and fatigue from cross-
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training for ICU scenarios, required overtime hours, and effects of pandemic on personal factors.
ACVU because of its acute status and high exposure to several disease populations experiences
high turnover as a step for nurses towards an ICU environment.
Threat. The greater Salt Lake area diversity is limited in comparison with outer areas of
the United States which can limit the findings and applications of research from other studies for
this demographic. Opportunity. Community culture is associated with having open discussion
and recognition of mental health impacts within certain groups in the population and addressing
these concerns as a community group (self-creation of support groups, community leaders, social
media support).

28

Chapter V: Project Procedure
This chapter covers the procedure, statistical treatment, and results from the
implementation phase of the project. There is also a brief review of the purpose identified in
chapter I.
Project Procedure. The purpose of the project was to examine the impacts of
supplementary mental health education for nurses’ self-efficacy or confidence regarding
cardiovascular disease patients’ depression following a knowledge, attitude, and practice-based
model.
Human Subject Protection. Participating subjects’ identities remained anonymous
throughout the entire procedure through the use of hard copy surveys with no personal
information asked in the surveys. Pre- and post-surveys were paired using an identification
number generated from the demographic data collected. UNLV and Intermountain IRB approval
were given for the project to proceed as planned under an exempt status. Prospective
participants were identified according to participation inclusion criteria. Following the project
protocol, invitations were placed in the drop box of the participants and the consent form / preintervention ACVU survey. Participants were instructed on the voluntary nature of completing
the project and informed of their rights to confidentiality and the ability to cease participation at
any time.
Implementation. A general announcement was made through the online department
communication platform, Microsoft Teams, that the project was underway. This email also
contained details outlining the participation invitation, instructions, and locations of the survey
and education videos. The education videos were uploaded to the online communication
platform, Microsoft Teams, and unlocked for access. The hard copy pre-intervention surveys
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and raffle tickets were locked in the submission drop box which was emptied on an every other
day basis. The only questions submitted to the author of the project during this period were
regarding the location of surveys, videos, and instructions for the project.
Following the protocol allotted time of 14 days, the pre-intervention surveys that
remained in nurse drop boxes were collected as well as the remaining surveys from the secure
locked drop location. The post-survey was dispensed to the nurses’ drop boxes by the
author. Another announcement was sent out giving additional instructions for the completion of
the education intervention.
Following the allotted time of 14 days for completion of the education intervention and
post-survey, the post-intervention surveys that remained in the drop boxes were collected as well
as the surveys from the secure locked drop location. An announcement was made that the
project had concluded. Seven days following the project’s conclusion, the raffle was completed,
and the prizes were distributed to the winners.
Data Collection. The number of distributed nurse drop boxes to receive the
announcement, invitation, the pre-intervention survey, and the post-intervention survey was n =
82. The number of completed pre-intervention surveys that were submitted was n = 47. The
number of completed post-intervention surveys that were submitted was n = 37. No pre- or postintervention surveys were partially completed, contained any personal identifying information, or
were removed from the collection. Each survey upon removal from the secured drop box was
given a specific identification number to ensure appropriate counting and no duplicates. The
data was then transferred from the hard paper copy to a Microsoft Excel spreadsheet. Scores
were based on the maximum number of points that were possible to receive based on the Likert
scale with the numeric numbers 1 - 5 corresponding to the answer of each inquiry.
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The maximum number of points available for the RDAQ = 120, for the LLDQ = 13, for
the CSDC = 60, with a grand total of 193. Demographic data is summarized in two tables based
on the data collected from the pre-survey.

Table 1
Demographic Data Description part A
N

Minimum

Maximum

Mean

Std. Deviation

Age

47

23

60

34.55

9.401

RN Experience

47

1

40

8.17

8.509

Years Working In
Current Department

47

1

37

7.23

7.699

Table 2
Demographic Data Description part B

Professional Rank

Demographic Label
Floor Nurse
Charge Nurse

N
25
22

Education

Associate of Nursing

8

Bachelors of Nursing

36

Masters of Nursing

2

Doctorate of Nursing Practice

1
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Statistical Treatment. The main statistical treatment was a paired t-test, multiple
regressions test of a selection of the demographic components, and a Cohen’s D calculation. The
utilization of SPSS version 27 software and Microsoft Excel, data organization and analysis were
completed. Initial review of data showed normalcy and homogeneity from all survey sources
with no exaggerated outliers. Completing independent analysis of the pre- and post-intervention
surveys was initially considered as there were no ties given to the participants to connect
completed pre-surveys to the post-surveys. Later, it was determined that utilizing the
demographic data as a link between surveys, was possible for a paired t-test and thus a better
understanding of correlated findings.
From the collected pre- and post-interventions surveys a unique identification number
was generated from the demographic information, under the assumption that the data input for
the demographic section was input the same for both surveys by the same participant. The
number of paired identification numbers came to 27. There were two pairs of duplicate
identification numbers that we removed from our paired analysis which brought the total number
of utilized pairs to 23 matched participant pairs. The assumption was that removing these two
pairs would not significantly affect the outcome of our analysis. See Table 8 for the paired t-test
results.
Result: Analysis of outcome. Upon initial review of raw data, there was a gross increase
in mean scores across all completed components of the surveys after completing the education
intervention. Looking now at the results of the paired t-test, the mean increase for the RDAQ
score was found to be 7.9 points and was statistically significant with p = .000. The mean
increase for the LLDQ score difference was .04 points and was not statistically significant with p
= .883. The mean increase for the CSDC score was 13.6 points and was statistically significant
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with p = .000. The effect size following Cohen’s d score for each survey was calculated as:
RDAQ = .52, LLDQ = .13, and CSDC = .624.
The demographic components were explored to see if there was a predicting factor that
could explain the improvement in scores for each survey. The demographic data was separated
into 2-3 categorical sections for the following components – age, years working in the current
department, professional rank, and experience as an RN.
The only demographic predictor determined from the analysis was the age group for
participants less than the mean of 36 years. It was a predictor of over 25% of the improved
scores, within the generated model, for the RDAQ survey. Looking at the connection to our
sample, the younger nurses found the education intervention more beneficial and thus had larger
improvement scores. There are several factors that could contribute to this outcome such as the
younger nurses handling the technology more efficiently, the older nurses having more difficulty
in accepting change in practice (Risling, 2017). No other predictors were determined when
looking at the improvements of the LLDQ or CSDC in comparison to the demographic
information.
No linear inter-correlation between participants’ survey scores was found after a
Pearson’s r correlation analysis of the CSDC and the RDAQ, seeing these were the only survey
with improvements that were statistically significant, see Figure 6. That may be indicating that
an individual's score for the surveys may vary based on a multitude of different factors that were
not collected as part of the survey. These have been identified in other studies to include
components of culture, religion, education levels, geographical location, and personal experience
(Haddad et al., 2013).
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Table 3
Paired t-test – Pre-ACVU survey and Post-ACVU survey (n=23)
Std.

Std. Error

95% Confidence Interval

Mean

Deviation

Mean

Lower

Upper

RDAQ

7.913

5.274

1.100

10.193

5.633

.000

LLDQ

.043

1.397

.291

.648

-.561

.883

CSDC

13.609

6.243

1.302

16.308

10.909

.000

Grand Total

21.565

9.297

1.939

25.586

17.545

.000
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Sig (p)

Figure 1
Pearson’s r-correlation analysis – RDAQ and CSDC survey score
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Chapter VI: Discussion and Conclusion
This chapter offers discussion on the interpretation between the project results and the
foundational theory, provide insight into project limitations / threats / barriers, and give the
author’s conclusions and recommendations.
Discussion. There was a grand total increase in all survey scores of approximately 11%
after the completion of the intervention. Now, looking back to Bandura’s theory, we can further
understand how the components were met to create an altered self-efficacy for the participants.
First, the nurses’ self-efficacy was altered through changes in expected performance
outcomes. This component saw nurses change their understanding of why depression is an
important component to be aware of in individual practices. The performance outcome shifted to
the importance of preventing short- or long-term adverse events in CVD patients as a personal
standard, or rather removing negative stigmas / pre-existing attitudes (Bandura, 1977). Meeting
this component is supported by the improvements in the RDAQ score of 7%.
For the second and third component of Bandura's theory, or by providing vicarious
experiences and social persuasion through the education, nurses saw that confidence to change
behaviors and attitudes was not a difficult obstacle but a matter of altering personal perspective
and gaining autonomy in their practice (Bandura, 1977). Fulfilling this component of bandura’s
theory is illustrated through increases seen in both the CSDC improvement of 21% and RDAQ
score as mentioned.
While no specific survey was looking at the component of Bandura’s component of stability,
seeing that no participant only partially completed the surveys or had no direct concerns
regarding the material covered in the education module, the assumption this component as being
successfully met.
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Seeing that all four of the foundational components of Bandura’s theory have been met,
as is shown by the survey scores increasing, it is the belief of the author that nurses did
experience an improved self-efficacy regarding depression among CVD patients after the
education intervention. The outcome of this project are in line with what is found in the
literature. There were improvements in nurse attitudes and indicators to assist patients with
depression after additional education (Bina et al. 2019; Clarke et al. 2006).
There were personal reports from participating nurses in support of the intervention. For
those who have less healthcare experience said that the education helped to remind them that
physical components of a patient’s care are not always the main focus when a patient is in the
hospital. And for nurses who had greater than 15 years’ experience there were comments on the
education altering their attitudes regarding altering plans of care accordingly to ensuring patient
mental wellbeing.
Limitations, Threats, and Barriers. The education intervention was solely built using
an online format (video presentation). From some verbal feedback from participants it was
reported to have minimal penetration among the participating nurses. One recommendation
would be the use of a more direct, or in-person, education format that discusses the impacts of
depression among CVD. In conjunction with in-person attendance and education formats,
making depression education a requirement for nurses caring for CVD patients would guarantee
the education’s high penetration or usage rate. A required attendance policy could also see a
greater commitment in nurses to explore their own personal ideology and attitudes towards
patients with behavioral health problems in general.
Future research consideration might specifically look at RN experience correlated with
predetermined attitudes and based on age groups that influence a nurses’ self-efficacy for mental
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health in all fields, especially in CVD. Also, to measure more fully a nurses’ intent to screen for
depression among CVD patients after completing a similar education-based
intervention. Enacting a form of digital data collection / survey implementation is also
recommended to assist participants with ease of access, organization of the data, and more
precise data collection for a paired t-test analysis.
One limitation of this doctoral project was the relatively low response rate for those who
completed both pre- and post-intervention surveys (n=37 of 85 potential nurses). Due to this
sample size, observed results and data from this project may not entirely be applicable for nurses
across the profession as a whole or globally represented.
Also, the design of this project did not plan for the inclusion of a control group. Having a
comparative group in the future would allow one to determine changes from baseline
questionnaire responses that are not influenced by an education module focused on attitude and
confidence alteration. Although demographic data associated with outcomes was touched on
briefly in this project, additional research in this area can help in correlating age, years of nursing
experience, and level of education with a nurses’ attitude, and self-efficacy regarding patient
depression.
One barrier to the project initialization was the need for approval of both UNLV and the
institution, Intermountain Healthcare, IRB. One threat to the project was regarding the timing of
implementation of the survey and education. With the project conducted in December, it being
the end of the quarter, due organizational nurse modules conflicted with project education seeing
that the project was primarily seen and experienced as an “at work” voluntary
experience. Another unforeseen threat to the project was the relatively small number of nurses
who frequented their “drop boxes” where the project materials were distributed. Lastly, despite
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planned efforts with the distribution of materials and project marketing, the goal number of
subjects was not met. This should be considered when determining the general applicability of
project results.
The goal of the project was not to evaluate the effect on patient outcomes. But returning
to available studies it has been seen the impacts of improved depression screening and
management among CVD disease (JHa et al., 2019). Seeing that nurses are qualified to provide
screening, detect S/S of depression, and spend a higher portion of time with patients in
comparison to providers, a higher self-confidence regarding the same topic enables earlier
intervention according to Hare and colleagues (2014).
Recommendations / Dissemination. The costs associated with the implementation of
the project were aligned with pre-implementation plans and required no funding from the
hospital nurse management and no grant money. As discussed in a previous section, the PHQ2
and PHQ9 are free to use questionnaires that are already integrated into the electronic health
record system. The only cost requirement for future considerations of an integrated education
program would be education-associated costs such as time sessions, in-person educator, and
costs to create, produce, and distribute a formal module. Seeing that nurse modules and
profession courses are an integrated part of nurse education within a larger health organization,
such as Intermountain Healthcare, integrating a course associated with the topic of this project is
practical and has potential for future sustainability.
Relaying findings from results of the project within interdisciplinary groups for the
Intermountain Heart institute group will begin closing of the project defense. This group includes
heart failure research organization members, practicing cardiology / research physicians, nurse
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leadership, and cardiothoracic surgery groups. Results of data collection will be relayed to
ACVU nurse management and institution nurse educators.
Conclusion. The results of this project can further highlight the gap in nursing
confidence surrounding approaching patients with behavioral health problems and continue
promoting the screening of depression among chronic illness patients (Moussavi et al.,
2007). Also showing the effectiveness of an informal education intervention that is targeted
towards mental health topics (Eales, 2019). Additional future studies with a greater sample size
of nurses, including nurses from different specialties, hospitals, and geographical locations, are
worth considering. This could help to incorporate variances in beliefs and attitudes regarding
depression that alter from culture to culture and nationality across nursing groups.
Acute care, chronic illness, and academic nurse educators can take into consideration that
even trained registered nurses feel a lack of confidence in addressing behavioral health issues
among their patients. In turn, this should be taken as a case to adapt education processes and
provide additional reinforcement / resources to help nurses alter their attitudes and knowledge
regarding behavioral health problems in general.
Knowledge assessment was included in this study as it correlates to the component of
Bandura's self-efficacy theory, the mastery experiences. While there was little difference seen
between pre- and post-surveys and correlative findings for the LLDQ survey, discussing findings
with Dr. Chuang (Creator of the CSDC survey) as well as Dr. Haddad (Creator of the RDAQ
survey) there was a consensus that knowledge and attitudes measured together should be
cautiously analyzed. This is due to the origin of motivations conflicting with internal / external
influences (personal communication January 15, 2022). Future research may target more
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specifically the measurement of different components of a nurse’s knowledge regarding
depression among CVD patients and correlative actions / attitudes.
Many factors have been correlated to possibly improving a nurse’s self confidence in
approaching depression care (Clarke et al., 2006). Determining which specific factors influence
this confidence, greatly depends on a person’s ideals, culture, and work
experiences. Nevertheless, the conclusion of this study illustrates that an informal education
source can elevate a nurse’s self-efficacy toward depression among CVD patients.
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Appendix A: Tables and Figures
Table 4
PubMed Search Table

Result

Result

Result

Result

1.
2. CVD
Cardiovascula
r disease

3.
Depression

4. Depression
Screening

5.
Comorbidit
y

6. Nurse

7. Mental
health

210,528

8,211

44.500

12.853

38,742

17,677

9,130

8. Physician

9.
Communica
tion

10.
Education

11. Video
Learning

87,342

52,139

113,291

1,482

1&3

1&5

1&3&5

1&4

1&4&6

6&7

6&8&9

4,268

10,383

783

4,847

51

1,732

1,130

6 & 7 & 10

7 & 10 &
11

1&6&8&
10

95

69

67
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Table 5
Cochrane Search Table

Result

Result

Result

Result

1.
2. CVD
Cardiovascula
r disease

3.
Depression

4. Depression
Screening

5.
Comorbidit
y

6. Nurse

7. Mental
health

45,982

5,732

87,342

6,832

21,356

42,832

31,421

8. Physician

9.
Communica
tion

10.
Education

11. Video
Learning

45,223

36,147

83,798

2,238

1&3

1&5

1&3&5

1&4

1&4&6

6&7

6&8&9

2,437

1,919

258

253

42

2,583

712

6 & 7 & 10

7 & 10 &
11

1&6&7&
10

864

84

44

43

Table 6
CINAHL Search Table

Result

Result

Result

Result

1.
2. CVD
Cardiovascula
r disease

3.
Depression

4. Depression
Screening

5.
Comorbidit
y

6. Nurse

7. Mental
health

66,748

35,421

118,527

2,522

72,808

179,711

124,809

8. Physician

9.
Communica
tion

10.
Education

11. Video
Learning

141,464

115,484

337,858

470

1&3

1&5

1&3&5

1&4

1&4&6

6&7

6&8&9

2,420

4,226

482

67

6

7,330

2,832

6 & 7 & 10

7 & 10 &
11

1&6&7&
10

1,988

152

19

44

Table 7
Scopus Search Table

Result

Result

Result

Result

1.
2. CVD
Cardiovascula
r disease

3.
Depression

4. Depression
Screening

5.
Comorbidit
y

6. Nurse

7. Mental
health

647,312

94,039

738,684

31,529

292,646

431,236

481,236

8. Physician

9.
Communica
tion

10.
Education

11. Video
Learning

761,493

1,723,213

1,483,921

55,341

1&3

1&5

1&3&5

1&4

1&4&6

6&7

6&8&9

22,887

34,493

3,851

1,388

42

23,684

7,626

6 & 7 & 10

7 & 10 &
11

1&6&7&
10

6,085

129

90

45

Table 8
Evidence of Data Table
Source

Study
Purpose

Sample

Methods

Study
Results

Henao Pérez, M., López Medina, D. C.,
Lemos Hoyos, M., & Ríos Zapata, P.
(2020). Depression and the risk of
adverse outcomes at 5 years in patients
with coronary heart
disease. Heliyon, 6(11), e05425.
https://doi.org/10.1016/j.heliyon.2020.e0
5425

Assess the
influence of
depression
on prognosis
after 5 years
in patients
with CHD

145 patients
diagnosed with
CHD between
2013-2015

Assessment
with the
PHQ-9 at
time of
hospitalizati
on and 3
months after
discharge,
verify 5-year
follow-up to
evaluate
death or
adverse
outcome.
Cox’s
multivariate
analyses

Kuhlmann, S. L., Arolt, V., Haverkamp,
W., Martus, P., Ströhle, A.,
Waltenberger, J., Rieckmann, N., &
Müller-Nordhorn, J. (2019). Prevalence,
12-month prognosis, and clinical
management need of depression in
coronary heart disease patients: A
prospective cohort study. Psychotherapy

Analyze the
prevalence,
treatment,
prognosis,
and
management
of both
clinical and

1,024 patients,
12% with clinical
depression, 45%
with subclinical
depression

Assessment
of
depressive
symptom
severity at
baseline and
during
follow-up

Depression
at 3 months
after
discharge
was a factor
in current
complication
s, patients at
3 months
after
discharge or
diagnosis
were 3 times
more likely
to have
complication
s during the
follow-upperiod.
Depressive
disorder and
depressive
symptoms
were
significant
risk -factor
adjusted

46

Level of
Evidenc
e
followin
g the
Melnyk
Framew
ork
Level
IV

Study
Limitation

Support
Evidence for
Change

Sample size,
patient dropouts,
incomplete
records,
varied nature
of depression
itself.
Retrospectiv
e nature of
cohort study.

Yes, Authors
basis of proving
increased
negative
outcomes in both
short term and
long term with
depression as a
co-morbidity.

Level
IV

No
documented

Yes, enhanced
recognition,
referral of
depression would
benefit clinical
management of
depression and
prevent long term

and Psychosomatics, 88(5), 300–311.
https://doi.org/10.1159/000501502

Richards, S. H., Anderson, L.,
Jenkinson, C. E., Whalley, B., Rees, K.,
Davies, P., Bennett, P., Liu, Z., West, R.,
Thompson, D. R., & Taylor, R. S.
(2018). Psychological interventions for
coronary heart disease: Cochrane
systematic review and metaanalysis. European Journal of
Preventive Cardiology, 25(3), 247–259.
https://doi.org/10.1177/20474873177399
78

Bradley, S. M., & Rumsfeld, J. S.
(2015). Depression and cardiovascular
disease. Trends in cardiovascular
medicine, 25(7), 614–622.
https://doi.org/10.1016/j.tcm.2015.02.00
2

subclinical
depression
among CHD
patients
according to
the AHA
recommenda
tions.
Compare
effects of
psychologic
al
interventions
to usual care
for patients
following
myocardial
infarction as
a means to
reduce
cardiac
mortality for
people with
CHD.

Authors
provide a
review of
the
pathophysiol
ogy,
assessment
and
treatment for
depression

utilizing the
Patient
Health
Questionnair
e (PHQ-9)

predictors of
the 12-month
mortality

24 of 37 study
review of
randomized
control trial
studies of
participant who
had a myocardial
infarction,
revascularization
procedure, angina
pectoris, and
angiographically
defined CHD.

Data search
of studies
between
2011 and
2016, Chisquare test
of
heterogeneit
y and I2
statistic).

General overview
of articles that
connect evidence
of negative
depression
outcomes to
cardiovascular
disease.

Literature
review

Psychologica
l intervention
found a
7.3%-5.5%
reduction in
CVD
mortality,
psychologica
l intervention
was found to
achieve
small to
moderate
improvement
s in
depressive
symptoms,
anxiety and
stress
compared
with the
controls.
Recommend
ations for
screening
and
treatment
from authors
verify the
presence and
impacts of
depression

47

and short term
mortality.

Level 1

Majority of
participants
were men
(limited
generalizable
to women),
excluded
psychologica
l
interventions,

Yes, the authors
outline that
although with
small
improvement to
CVD mortality
there exists
moderate
improvement in
depressive
symptoms,
anxiety, and
stress that can
influence lifestyle
factors in the
long term.

Level V

None
documented

Yes. The review
illustrated
impacts of
depression on the
cardiovascular
disease
population with
relative
information and
evidence-based

in patients
with heart
disease.

within the
CVD patient
population.

Lichtman, J. H., Froelicher, E. S.,
Blumenthal, J. A., Carney, R. M.,
Doering, L. V., Frasure-Smith, N.,
Freedland, K. E., Jaffe, A. S., LeifheitLimson, E. C., Sheps, D. S., Vaccarino,
V., Wulsin, L., & American Heart
Association Statistics Committee of the
Council on Epidemiology and
Prevention and the Council on
Cardiovascular and Stroke Nursing
(2014). Depression as a risk factor for
poor prognosis among patients with
acute coronary syndrome: systematic
review and recommendations: a
scientific statement from the American
Heart Association. Circulation, 129(12),
1350–1369.
https://doi.org/10.1161/CIR.0000000000
000019

Review of
current
evidence on
the impacts
of
depression
as a risk
factor,
adverse
medical
outcome
among
adults who
are
recovering
from Acute
Coronary
Syndrome.

53 study review
on associations
between
depression and
cardiovascular
impacts on allcause mortality
(32), cardiac
mortality (12),
composite
outcomes (22).

Systematic
Review with
recommenda
tions

In response
to
demonstrated
evidence
depression is
a risk factor
for combined
endpoints of
either cardiac
mortality or
all-cause
mortality and
nonfatal
cardiac
events.

Level I

Author’s
decision to
not include
“gray
literature”
studies, only
Englishlanguage
studies.
Restricted
review to
Acute
Coronary
Syndrome
and not all
ranges of
CVD.

Zahid, I., Baig, M. A., Ahmed Gilani, J.,
Waseem, N., Ather, S., Farooq, A. S.,
Ghouri, A., Siddiqui, S. N., Kumar, R.,
Sahil, Suman, Kumar, R., Kumar, R.,
Mulla, A. A., Siddiqi, R., & Fatima, K.
(2018). Frequency and predictors of
depression in congestive heart
failure. Indian heart journal, 70 Suppl
3(Suppl 3), S199–S203.
https://doi.org/10.1016/j.ihj.2018.10.410

Evaluate the
frequency
and the
predictors of
depression
in CHF
patients.

170 patients in a
tertiary care
hospital system.

Cross
sectional
study for
patients with
a diagnosis
of CHF for
more than 6
months.
Utilization
of PHQ-9
and face to
face
interviews.

Of 170
patients 60%
of
participants
had
qualifying
criteria for
depression.
More
advanced
heart failure
disease based
on the
NYHA
symptom
score

Level
IV

Single source
of participant
recruitment.
Varied
depression
screening
methods
create
variations in
prevalence.

48

practice options
for screening and
treatment of
depression
Yes. Integration
of self-report
questionnaire to
assess depression
more thoroughly
and is applicable
to patients within
the CHD in
general with
suggested
influences in
other fields of
CVD not limited
to CHD.

Yes. Authors
outline that due
to high
prevalence of
depression,
screening of CHF
patients for
depression should
be integrated.
Depression
identification
then
corresponding
treatment can
correlate to

Arya, S., Lee, S., Zahner, G. J., Cohen,
B. E., Hiramoto, J., Wolkowitz, O. M.,
Khakharia, A., Binney, Z. O., & Grenon,
S. M. (2018). The association of
comorbid depression with mortality and
amputation in veterans with peripheral
artery disease. Journal of Vascular
Surgery, 68(2), 536–545.e2.
https://doi.org/10.1016/j.jvs.2017.10.092

Aim of the
study is to
determine
the
association
of comorbid
depression
with
peripheral
artery
disease
outcomes
(amputations
and all-cause
mortality
rates)

155,647 patients
from 2003-2014
from the
Nationwide US
Veterans Health
Administration
hospitals.

Cohort
study, data
gathered
through
ICD-9
diagnosis
codes 6
months prior
or after
diagnosis.

Jani, B. D., Mair, F. S., Roger, V. L.,
Weston, S. A., Jiang, R., & Chamberlain,
A. M. (2016). Comorbid depression and
heart failure: A community cohort
study. PloS one, 11(6), e0158570.

The aim was
to examine
the
associations
between
depression

425 patients from
2007 to 2011
within the state of
Minnesota’s
hospital system.

Cohort study
where
regression
models gave
adjusted risk
of death and

49

demonstrated
a higher
prevalence of
depression
over less
advanced
disease.
Depression
was present
in 16% of the
cohort. A
diagnosis of
depression at
diagnosis of
comorbid
depression
was
associated
with 13%
higher
amputation
and 17%
higher
mortality
compared to
no
depression.
Having any
diagnosis of
depression
increased
mortality risk
by 18-25%
in PAD.
Of 425
patients 179
had PHQ-9
score greater
than 5 where
the hazard

improved patient
compliance.

Level
IV

Observationa
l study
utilizing
administrativ
e data that is
susceptible to
confounding.
Severity of
depression
was not
measured or
reactivity to
treatment.
Majority of
data was
overwhelmin
gly
comprised of
males
patients.

Yes. Raising
awareness related
to mental health
issues within the
CVD population
and caregivers as
well as
advocation for
increased
investigation into
mechanisms
involved into
worse outcomes
for those with
depression.

Level
IV

Depressive
symptoms
were
measured
only at
enrollment

Yes.
Recognizing the
presence of
depression is
based on the
clinical

https://doi.org/10.1371/journal.pone.015
8570

and clinical
outcomes in
heart failure
patients.

Rutledge, T., Reis, V. A., Linke, S. E.,
Greenberg, B. H., & Mills, P. J. (2006).
Depression in heart failure a metaanalytic review of prevalence,
intervention effects, and associations
with clinical outcomes. Journal of the
American College of Cardiology, 48(8),
1527–1537.
https://doi.org/10.1016/j.jacc.2006.06.05
5

The aim of
this study
was to
provide an
analytic
review of
depression
and HF
guided by 3
questions. 1What is the
prevalence
of clinically
significant
depression
in HF? 2What is the
evidence for

first
hospitalizati
on
predictions
within 2
years.

37 article review,
27 articles for
depression
prevalence, 14 for
prospective
associations
between
depression and
HF outcomes, 6
depression
changes from
treatment

Systematic
review with
insight into
prevalence
of
depression
and
contribution
of
depression
as a
comorbid
with
discussion
recommenda
tions.

50

ratio of death
was 2.02 and
in
hospitalizatio
n it was 1.42
in
comparison
to those who
had no
depression.
Depression
increases
predictive
analysis of
common
factors in HF
patients that
can
contribute to
increased
hospitalizatio
n and death.
Depression
prevalence
among HF
patients
calculated to
21.6% across
studies.
Heart Failure
and
depression
share several
biological
mechanisms
where
pharmacolog
ic and
exercise
treatments

Level 1

and did not
account for
subsequent
changes.
Symptoms of
depression
overlap with
HF
symptoms.
Population of
Minnesota is
chiefly white
and limits
generalizabili
ty to other
racial groups.

assessment and
scoring methods
that have largely
been validated
and are not costly
in
implementation.

Many of the
articles
discuss
psychologica
l
characteristic
s other than
depression
within the
HF
population.
Social and
Quality of
life were no
the focus of
this review.
Unpublished
articles or

Yes. Although
prevalence rates
of depression are
lower than
expected rates in
comparison to
CAD reviews,
there is a pattern
that suggests the
HF and
depression should
remain constantly
evaluated due to
an established
increased event
risk. Depression
has relationship
outcomes based

Hare, D. L., Toukhsati, S. R., Johansson,
P., & Jaarsma, T. (2014). Depression and
cardiovascular disease: a clinical
review. European Heart Journal, 35(21),
1365–1372.
https://doi.org/10.1093/eurheartj/eht462

longitudinal
associations
between
depression
and
objective
clinical
outcomes in
HF? 3- What
are the
effects of
pharmacolog
ic and
nonpharmac
ologic
intervention
al efforts on
depression
among
patients with
HF?
Authors give
an overall
review as to
the impacts
of
depression
within the
CVD
population
discussing
state of
practice for
depression
screening
recommenda
tions,
depression
influences as
a

for
depression
might reduce
accompanyin
g heart
failure
clinical
outcomes.
Higher cost
results from
an increased
use of
healthcare
services.

Review of
impacts of
depression among
groups of CVD
patients (heart
failure, CHD,
Stroke)

Literature
review

Recommend
ations for
target
population
and
screening
timing,
responsibilit
y for
screening,
screening
tools and
methodology
.
Review of
depression
impacts on
patient

51

Level V

articles from
non-peerreviewed
journals were
not included.

on different
factors such as
the NYHA class,
treatment
adherence, and
demographic.

None
documented

Yes. Support of
the utilization of
several validated
screening tools
within multiple
acuity practices
areas with the
suggestion to
screen on initial
hospitalization
and 2 months
following.

comorbidity,
treatment
and
management
strategies for
depression.

physiology,
psychosocial
impacts on
lifestyle
alteration
medication
adherence.

Kornerup, H., Zwisler, A. D., Prescott,
E., & DANREHAB Group, Copenhagen,
Denmark (2011). No association
between anxiety and depression and
adverse clinical outcome among patients
with cardiovascular disease: findings
from the DANREHAB trial. Journal of
Psychosomatic Research, 71(4), 207–
214.
https://doi.org/10.1016/j.jpsychores.2011
.04.006

The aim of
the study
was to
analyze the
timing of
anxiety and
depression
measuremen
ts taken
among CVD
patients.

536 patient data
taken from a
DANREHAB
trial conducted in
2000 till 2003.

Cohort
Study with
depression
screening as
a 2 tier
system
utilizing the
Hospital
anxiety and
Depression
Scale and
analysis of
other
cardiovascul
ar risk
factors
(smoking,
alcohol
consumption
s, systolic
blood
pressure,
etc)

No
associations
between
depression
measured at
baseline and
cardiovascul
ar endpoints
after 1,3, or 5
years.

Level
IV

Only
measuring
all-cause
mortality as
the endpoint.
No analysis
of transient,
persistent,
and new
anxiety/depre
ssion.
Limited
subgroup
analysis.

Kim, Y. K., Na, K. S., Myint, A. M., &
Leonard, B. E. (2016). The role of proinflammatory cytokines in
neuroinflammation, neurogenesis and the
neuroendocrine system in major
depression. Progress in Neuro-

The aim of
the study
was to
review the
complex
roles of
cytokines

Review of
Cytokines and
neuroinflammatio
n, hypothalamuspituitary-adrenal
axis (HPA) in
MDD

Literature
Review

The onset of
neuroinflam
mation may
be initiated
by systemic
disease such
as

Level V

None
documented

52

Yes.
Recommended
screening for
depression was
early without
significant data to
support the claim
of routine
screening but due
to increased
prevalence of
anxiety and
depression
among the CVD
patients in
comparison to the
general
population in the
medical setting
routine screening
for depression
within the CVD
population would
be appropriate.
Yes. Further
research should
validate the
influences of
psychoneuroimm
unology
dysfunction on

psychopharmacology & Biological
Psychiatry, 64, 277–284.

and
glucocortico
id receptors
in Major
Depressive
Disorder

Shomaker, L. B., Tanofsky-Kraff, M.,
Stern, E. A., Miller, R., Zocca, J. M.,
Field, S. E., Yanovski, S. Z., Hubbard,
V. S., & Yanovski, J. A. (2011).
Longitudinal study of depressive
symptoms and progression of insulin
resistance in youth at risk for adult
obesity. Diabetes care, 34(11), 2458–
2463. https://doi.org/10.2337/dc11-1131

The aim of
this study
was to
determine if
depressive
symptoms
are a risk
factor that
can
prospectivel
y predict
impairment
in glucose
homeostasis.

115 individuals at
risk for adult
obesity

Longitudinal
study design
measuring
depressive
symptoms at
baseline and
again 6.
Years later.

Sgoifo, A., Carnevali, L., Alfonso, M., &
Amore, M. (2015). Autonomic
dysfunction and heart rate variability in
depression. Stress (Amsterdam,
Netherlands), 18(3), 343–352.

The aim of
this article
was as a
literature
review to

Specific
correlation
between
depression/cardio
vascular disease,

Literature
Review

53

cardiovascul
ar disease,
Diabetes
mellitus type
2, and
obesity, the
coordinated
worsening of
inflammation
can progress
due to the
presence of
depression
when going
hand in hand.
Depressive
symptoms
were a
significant
predictor of
fasting
insulin,
fasting
glucose that
are
independent
of changes in
body mass
index.

Depression is
an
established
risk factor
for

Level
IV

Level V

Use of
surrogate
measures for
assessing
insulin
resistance
and
depression,
high degree
of attrition of
the
diminished
sample size.
Exclusion of
individuals
with major
depression of
active
suicidal
ideation.
None
Documented

the immune and
endocrine
systems
specifically
targeted towards
CVD disease, but
the additional
inflammatory and
autonomic
dysregulation
leads to
decreased
cardiovascular
outcomes long
term.
Yes. Depression
as a contributing
factor to the
development of
diabetes is
significant as
diabetes is a
predictor for the
development of
CAH.

Yes.
Dysrhythmias
have high
development
rates among

https://doi.org/10.3109/10253890.2015.1
045868

illustrate the
impacts of
depression
on
autonomic
dysregulatio
n

autonomic
dysfunction / poor
health outcomes
and Heart Rate
variability.

Williams, M. S., Ziegelstein, R. C.,
McCann, U. D., Gould, N. F., Ashvetiya,
T., & Vaidya, D. (2019). Platelet

The aim of
this study
was to

300 of 2115
patients with
CAD (acute

Controlled
Trial

54

cardiovascul
ar disease
and that
elevated
depressive
symptoms
predict
stressinduced
myocardial
ischemia
after an acute
MI. The
association
between
altered mood
and
cardiovascul
ar
dysfunction
can be found
in
individuals
with and
without
cardiac
outcomes in
conjunction
with other
CVD factors
such as BMI,
decrease
physical
activity,
hypertension,
and
dyslipidemia.
Patients with
ACS had
higher

patients with
CHF and CAD
that
understanding
long term impacts
of depression on
autonomic
dysregulation
reinforces
importance of
depression
recognition and
subsequent
treatment.

Level III

Final low
number of
depressed

Yes. Study
support that the
combination of

serotonin signaling in patients with
cardiovascular disease and domorbid
depression. Psychosomatic
Medicine, 81(4), 352–362.
https://doi.org/10.1097/PSY.0000000000
000689

examine
platelet
serotonin
signaling in
patients with
coronary
artery
disease and
comorbid
depression
to better
outline the
interaction
between
platelet
serotonin
signaling
and CVD
complication
s

coronary
syndrome and
stable CAD)
Positive
depression
diagnosis
utilizing the
Structured
clinical interview
for DSM-IV and
Beck depression
inventory

prevalence
rates of
depression
than those
with stable
CAD.
Depressed
cardiovascul
ar patients
had a
significantly
higher
incidence of
major and
minor
cardiac
adverse
events
despite
receiving
appropriate
cardiac
treatment.
CVD
patients with.
Major
depression
were found
to have
increased
serotonin
receptor
density with
some
confounding
by smoking
and diabetes
status to a
degree.

55

individuals
due to not
including
patients
already
utilizing
antidepressan
t
medications.
Limited
adjustment
for multiple
comparisons
within the
study for
multiple
variable
comparisons
(smoking,
diabetes,
etc.)

CAD depression
should be cause
for clinical
concern,
reaffirming
previously stated
recommendations
that increased
observations and
evaluations of
this population
should be
performed.

Hare, D. L., Stewart, A., Driscoll, A.,
Mathews, S., & Toukhsati, S. R. (2020).
Screening, referral and treatment of
depression by Australian cardiologists.
Heart, Lung & Circulation, 29(3), 401–
404.
https://doi.org/10.1016/j.hlc.2019.03.009

The aim of
this study
was to
survey
cardiologists
clinical
practice
behaviors in
relation to
depression
screening,
referral, and
treatment.

524 of 827
surveys
completed to
members of the
Australian and
New Zealand
Cardiac Society

Qualitative
study

Feinstein, R. E., Blumenfield, M.,
Orlowski, B., Frishman, W. H., &
Ovanessian, S. (2006). A national survey
of cardiovascular physicians' beliefs and
clinical care practices when diagnosing
and treating depression in patients with

The aim of
the study
was to
determine
physician
beliefs

796 of 8854
cardiovascular
physicians
completed the
survey of the U.S.
cardiovascular

Qualitative
Study

56

Majority of
screened
cardiology
specialists
did not
routinely ask
or screen
their patients
for
depression.
Majority of
cardiologists
assumed
general
practitioners
were
responsible
for
depression
screening
and
treatment.
Increased
awareness of
prognostic
impacts of
depression
on CVD
assists
cardiologists
to feel more
urgent and
confident in
their referral
50% of
reported
surveys said
cardiologists
were
unaware of

Level V

None
documented

Yes. Increased
education for
providers can
improve
confidence for
implementing
screening
methods,
understanding
comorbidity
influences are
associated to
higher levels of
knowledge,
beliefs and
confidence
towards
depression.

Level V

None
documented

Yes. Increasing
awareness of
depression as a
risk factor for
complicated
CVD outcomes

cardiovascular disease. Cardiology in
Review, 14(4), 164–169.
https://doi.org/10.1097/01.crd.00002009
77.41695.43

between
depression
and CVD,
methods in
depression
diagnosis,
referral
patterns, and
treatment
options

physicians
associated to the
American College
of Cardiology.

Weare, R., Green, C., Olasoji, M., &
Plummer, V. (2019). ICU nurses feel
unprepared to care for patients with
mental illness: A survey of nurses'
attitudes, knowledge, and skills.
Intensive & Critical Care Nursing, 53,
37–42.
https://doi.org/10.1016/j.iccn.2019.03.00
1

The aim of
this study
was to
examine the
knowledge,
skills, and
attitudes of
nurses
towards
caring for
patients with
a mental
illness

40 of 112
surveyed nurses
in an intensive
care unit within a
metropolitan area.

Qualitative
study

Clarke, D. E., Brown, A. M., Hughes, L.,
& Motluk, L. (2006). Education to
improve the triage of mental health

The purpose
of this study
was to
provide

Interventional 3
hours formal
education session
for 10 nurses

Qualitative
Study

57

depression as
a risk factor,
71% asked
less than half
their patients
with Cad
about
depression,
84% reported
up to 50% of
their patients
have current
depression
and 49%
indicated that
they
common
refer patients
to mental
health
professionals
.
Nurses
reported
needed
further
training and
education to
care
sufficiently
for patients
with a
mental
illness.

The overall
confidence
level of the
triage nurses

and as an
independent risk
factor to the
development of
CVD that can
empower
caregivers to
approach the
topic with
patients and
complete
screening
efficiently.

Level V

Small sample
of nurses,
possible
discrepancy
between
respondent’s
perceived
and actual
knowledge
attitudes and
abilities.

Level
IV

Only 35% of
eligible
nurses
participated.

Yes. Furthering
nurse education
can assist in
reducing negative
and fearful
perceptions of
patients who have
depressive
symptoms and
improving
confidence in
introducing the
topic with
patients.
Yes. Formal
training methods
can improve
nurse confidence

patients in general hospital emergency
departments. Accident and
Emergency Nursing, 14(4), 210–218.
https://doi.org/10.1016/j.aaen.2006.08.00
5

Haddad, M., Walters, P., Phillips, R.,
Tsakok, J., Williams, P., Mann, A., &
Tylee, A. (2013). Detecting depression
in patients with coronary heart disease: a
diagnostic evaluation of the PHQ-9 and
HADS-D in primary care, findings from
the UPBEAT-UK study. PloS one, 8(10),
e78493.
https://doi.org/10.1371/journal.pone.007
8493

education
and training
to triage
nurses
regarding
mental
health and
illness,
monitor
intrahospital
movement
of patients
through
departments.
The aim of
this study
was to
analyze the
diagnostic
accuracy of
two
depression
instruments
among CVD
patients to
comparative
as a
diagnostic
standards.
This study
was seen as
a part of a
wider spread
of measure
and analysis
to explore
the
influences of
depression

following CTAS
mental health
guidelines to
assist with
practical clinical
skills for
assessment of
mental illness.

730 patients
without a
previously
identified
depression
diagnosis or
depression
episode.

improved
and their
comfort level
with specific
presentations
improved.

Crosssectional
comparative
analysis of
characteristi
cs between
the PHQ-9
and the
HADS-D.
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The
performance
of these two
commonly
used selfreport tools
for
depression is
on a
consistent
and
correlated
level that
coincides
with
previously
conducted
validity and
similarly
performed
studies. The
PHQ-9
performance
is markedly
better in

Level III

Possibility of
a Hawthorne
effect, selfselection of
interested
parties.

levels for nurses
to recognize and
implement
appropriate
screening
methods to
determine mental
health issues.

The
recruitment
sample was
limited to
those in the
South
London
district,
generalizabili
ty may be
limited.

Yes. Utilization
of the PHQ-9
screening tool is
applicable across
international
studies as advised
by the AHA
recommendation
for depression
screening.

and CVD in
primary
care.

Knaak, S., Mantler, E., & Szeto, A.
(2017). Mental illness-related stigma in
healthcare: Barriers to access and care
and evidence-based
solutions. Healthcare Management
Forum, 30(2), 111–116.
https://doi.org/10.1177/08404704166794
13

The purpose
of this
article is a
review of
barriers to
access and
quality care
that is
resultant of
the
stigmatizatio
n of
healthcare
targeting

The authors
outline healthcare
stigmas that result
in healthcare
disparities for
certain
populations

Literature
Review

Bina, R., Glasser, S., Honovich, M.,
Levinson, D., & Ferber, Y. (2019).
Nurses perceived preparedness to screen,
intervene, and refer women with
suspected postpartum depression.
Midwifery, 76, 132–141.
https://doi.org/10.1016/j.midw.2019.05.0
09

The aim of
this study
was to
examine the
perceived
preparedness
of nurses to
screen
postpartum
women for
depression

389 of 862
surveyed nurses
completed a
customized
survey to evaluate
perceived
preparedness

Qualitative
Study
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depression
case
identification
among
patients with
CVD.
Intrapersonal
,
interpersonal
, structural
stigmatizatio
n are
developed
barriers,
removing
barriers and
stigma exist
through
teaching
skills to
providers,
ensuring
programs for
modelling,
transformativ
e learning
focus, and
correcting
false beliefs.
Nurses who
completed
formal
training
showed the
training to be
a significant
predictor for
a higher
perceived
preparedness

Level V

None
documented

Yes. Although no
specific program
exists in place as
a one solution fix
all the
implementation
of any program
shows promising
results for
caregivers
improving their
confidence,
decreasing
stigma, and
improving
caregiver-patient
interaction.

Level
IV

Possible
selection
bias, small
sample size.

Yes. Front line
screeners for
depression lack
sufficient
knowledge or
exposure to
mental illness.
Improving
training and
attention to
screening

symptoms,
conduct an
initial
intervention
and then
opportune
referral.

Ziegelstein, R. C., Kim, S. Y., Kao, D.,
Fauerbach, J. A., Thombs, B. D.,
McCann, U., Colburn, J., & Bush, D. E.
(2005). Can doctors and nurses
recognize depression in patients
hospitalized with an acute myocardial
infarction in the absence of formal
screening?. Psychosomatic Medicine,
67(3), 393–397.
https://doi.org/10.1097/01.psy.00001604
75.38930.8d

The aim of
this study
was to
evaluate
healthcare
workers’
ability to
determine
the presence
/ absence of
depression
among
admitted
CVD
patients
without a
formal
screening
process.

Screening was
completed on a
total of 60
patients by both
nurses and
medical students.

Qualitative
Study
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to screen
patients for
depression,
attitudes
towards
perceived
preparedness
were much
higher after
completing
formal
education for
depression.
Without a
formal
screening
method in
place
resulted in
75% of
depressed
patients
receiving a
falsenegative
screening
from hospital
personnel.
There is an
overall under
recognition
of depression
within the
CVD
population
without the
use of a
formal
screening
tool for

procedures will
assist in
optimizing
screening
benefits for
caregivers.

Level
IV

None
documented

Yes. The
implementation
of a formal
screening tool
and utilizing an
appropriate
mental health
education
program would
benefit providers
in recognizing
depression
symptoms and
implementing
validated
screening tools.

Lichtman, J. H., Bigger, J. T., Jr,
Blumenthal, J. A., Frasure-Smith, N.,
Kaufmann, P. G., Lespérance, F., Mark,
D. B., Sheps, D. S., Taylor, C. B.,
Froelicher, E. S., American Heart
Association Prevention Committee of the
Council on Cardiovascular Nursing,
American Heart Association Council on
Clinical Cardiology, American Heart
Association Council on Epidemiology
and Prevention, American Heart
Association Interdisciplinary Council on
Quality of Care and Outcomes Research,
& American Psychiatric Association
(2008). Depression and coronary heart
disease: recommendations for screening,
referral, and treatment: a science
advisory from the American Heart
Association Prevention Committee of the
Council on Cardiovascular Nursing,
Council on Clinical Cardiology, Council
on Epidemiology and Prevention, and
Interdisciplinary Council on Quality of
Care and Outcomes Research: endorsed
by the American Psychiatric
Association. Circulation, 118(17), 1768–
1775.
https://doi.org/10.1161/CIRCULATION
AHA.108.190769

The authors
in this
review
providers
consensus
into
evidence
that links
depression
with heart
disease,
gives
professional
recommenda
tions for
providers
into the
assessment,
referral, and
the treatment
of
depression.

Authors include
evidence-based
recommendations
for utilization of
the patient health
questionnaire 2
&9, treatment
options for
depression, and
discussion

Literature
and
evidence
review of
biological
and
behavioral
mechanisms
that have
been
proposed to
correlate a
connection
between
depression
and heart
disease.
Prognosis in
patients with
depression
and heart
disease
shows a
relationships
for
depression
severity and
increased
cardiac
events.
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depression
symptoms.
Routine
screening is
recommende
d for
depression in
patients with
coronary
heart disease,
positive
screening
results
should lead
to
professional
evaluations
and
management,
previously
diagnosed
depression
should be
monitored
for
adequately
controlled
symptoms or
disease,
coordination
between the
interdisciplin
ary team is
vital for
patients with
combined
medical and
mental health
diagnosis.

Level V

None
documented

Yes. Screening
should be
implemented
across various
healthcare
settings and the
opportunity
should not be
missed to
evaluate for
depression and
the effectiveness
of depression
treatment that can
influence long
term health
outcomes. The
PHQ 2 and PHQ
9 are validated
tools that have
been proven
across multiple
specialties for
effectiveness of
depression
screening and
ineffective
depression
treatment.
Literature
illustrates
correlation
between
depression and
CVD through
both biological
and behavioral
influences as a

Ceccarini, M., Manzoni, G. M., &
Castelnuovo, G. (2014). Assessing
depression in cardiac patients: what
measures should be
considered?. Depression Research and
Treatment, 2014, 148256.
https://doi.org/10.1155/2014/148256

The aim of
this study
was to
examine
eight of the
highest
utilized and
established
tools for
diagnosis of
mood
disorders in
cardiac
patients.

The authors
completed
literature reviews
for the Hospital
Anxiety and
Depression Scale,
the Cognitive
Behavioral
Assessment
Hospital Form,
the Beck
Depression
Inventory, Patient
Health
Questionnaire
(PHQ -2 & 9), the
Depression
Interview, and
Structured
Hamilton, the
Hamilton Rating
Scale for
Depression, the
Composite
International
Diagnostic
Interview.

Literature
Review
from an
international
perspective
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The
instruments
throughout in
their analysis
are equally
efficient and
have similar
weaknesses,
but the Beck
Depression
Inventory -II
and the
Patient
Health
Questionnair
es are
tailored to
identify and
measure
depressive
symptoms at
an earlier
time for the
cardiac
hospitalized
patient due
to: short time
completion,
and not

Level V

Referral to
specific
practice
guidelines
from the
American
health
institutes and
the national
heart, lung
and blood
institute.

comorbidity and
outcome.
Advisory for
depression
screening builds
off the primary
care initiative to
improve
depression
screening in
general medicine.
Yes. The PHQ 2
& 9 are
internationally
recognized
validated tools
that are
applicable within
the author’s
scope. Also they
are seen as gold
standards to
detecting
depression
among cardiac
disease patients.

Daskalopoulou, M., George, J., Walters,
K., Osborn, D. P., Batty, G. D.,
Stogiannis, D., . . . Hemingway, H.
(2016). Depression as a risk factor for
the initial presentation of twelve cardiac,
cerebrovascular, and peripheral arterial
diseases: Data linkage study of 1.9
million women and men. PLoS One,
11(4). https://doi.org/10.1371/jo
urnal.pone.0153838

The aim of
this study
was to
analyze the
risk of
associated
12 CVD and
their
association
to
depression
status for
patients such
as a history
of
depression
or new onset
of
depression.

1,937,360
patients
information
gathered from the
United Kingdom
electronic health
records from
1997 to 2010

Cohort study
with a cox
proportional
hazards
model to
adjust for
cardiovascul
ar risk
factors.

Siu, A. L., US Preventive Services Task
Force (USPSTF), Bibbins-Domingo, K.,
Grossman, D. C., Baumann, L. C.,
Davidson, K. W., Ebell, M., García, F.
A., Gillman, M., Herzstein, J., Kemper,
A. R., Krist, A. H., Kurth, A. E., Owens,

The aim of
this study is
to review
new
evidence
since the

The
recommendation
is applicable to
the adult
population or

Literature
review of
the
benefits/har
ms of
screening
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requiring the
strict
presence of
trained
personnel
required.
Regarded use
is known as
the goldstandard of
validated
tools.
After
appropriate
adjustments
for specific
CVD risk
factors, a
new onset of
depression
was found
associated
with 8 of the
12
cardiovascul
ar diseases.

PHQ in its
various
forms is
recommende
d along with
other various

Level
IV

Level V

Confounding
or mediating
factors can
be present
due to
missing data
linked to
different
electronic
health
record. Data
is limited to
general
practitioner
recorded
depression.
Some records
may not meet
criteria for
major
depression
episodes.
None
documented

Yes. The
findings from the
study support the
theories and
research being
conducted on the
complex
mechanisms and
relationship
between
depression and
the development
of CVD. The
importance of
assessment for
depression.

Yes. The
USPSTF
recommendation
is based on
having adequate
systems in place

D. K., Phillips, W. R., Phipps, M. G., &
Pignone, M. P. (2016). Screening for
depression in adults: US Preventive
Services Task Force recommendation
statement. JAMA, 315(4), 380–387.
https://doi.org/10.1001/jama.2015.18392

release of
the 2009 US
Preventive
Services
Task Force
recommenda
tion for
depression
screening in
adults.

those older than
18 years of age.

for
depression.
Analysis of
current
depression
screening
tools.

64

tests. Little
evidence
regarding the
optimal
timing for
screening.
The
economic
burned of
depression is
substantial
for patients
and society
as a whole.
Recommend
ation above
and beyond
the 2009
released
statement
include
factors for
pregnant
women.

or making certain
to ensure staff are
trained and
screened in order
to be treated or
referred in an
appropriate
setting for
necessary care.

Figure 2
Bandura’s Theory Integrative Flow Chart
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Figure 3
Video #1 Education Slide Example

Figure 4
Video #2 Education Slide Example
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Figure 5
Video #3 Education Slide Example

Figure 6
Video #4 Education Slide Example
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Appendix B: Patient Health Questionnaires

Attachment 1
Patient Health Questionnaire 2 and 9
Patient Health Questionnaire-2 (PHQ-2)
Instructions: Please respond to each question
Answer on a 0-3 scale using this scale:
0= Note at all; 1=Several days; 2=More than half the days; 3=Nearly every day
Over the last 2 weeks, how often have you been bothers by any of the following problems
1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

Total Score:

Patient Health Questionnaire-9 (PHQ-9)
Instructions: Please respond to each question
Answer on a 0-3 scale using this scale:
0= Note at all; 1=Several days; 2=More than half the days; 3=Nearly every day
Over the last 2 weeks, how often have you been bothers by any of the following problems?
1. Little Interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble Falling or staying asleep, or sleeping too much

4. Feeling tired or having little energy
68

5. Poor appetite or overeating
6. Feeling bad about yourself – or that you are a failure or have let yourself or your family
down

7. Trouble concentrating on things, such as reading the newspaper or watching television
8. Moving or speaking so slowly that other people could have noticed? Or the opposite –
being so fidgety or restless that you have been moving around a lot more than usual

9. Throughs that you would be better off dead or of hurting yourself in some way

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?
Not difficult

Somewhat difficult

Very difficult

Extremely difficult

Total Score:

Developed by Drs. R.L. Spitzer, J.B. Williams, K. Kroenke and colleagues with an educational grant from Pfizer,
Inc. No permission required to reproduce, translate, display or distribute
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Appendix C: ACVU Survey
Attachment 2
Revised Depression Attitude Questionnaire
After reading the statement, please mark the answer that is the most appropriate. Please do not
skip any questions and thank you for your participation.

Strongly Disagree
Disagree
I feel comfortable in dealing with
depressed patients’ needs.
Depression is a disease like any other
(e.g. asthma, diabetes).
Psychological therapy tends to be
unsuccessful with people who are
depressed.
Antidepressant therapy tends to be
unsuccessful with people who are
depressed.
One of the main causes of depression
is a lack of self-discipline and willpower.
Depression treatments medicalize
unhappiness.
I feel confident in assessing
depression patients.
I am more comfortable working with
physical illness than with mental
illnesses like depression.
Becoming depressed is a natural part
of being old.
All health professionals should have
skills in recognizing and managing
depression.
My profession is well placed to assist
patients with depression.
Becoming depressed is a way that
people with poor stamina deal with
life difficulties.
Once a person has made up their mind
about taking their own life no one can
stop them.
People with depression have care
needs similar to other medical
70

Neutral

Agree

Strongly
Agree

conditions like diabetes, COPD or
arthritis.
My profession is well trained to assist
patients with depression.
Recognizing and managing depression
is often an important part of managing
other health problems.
I feel confident in assessing suicide
risk in patients presenting with
depression.
Depression reflects a response which
is not amenable to change.
It is rewarding to spend time looking
after depressed patients.
There is little to be offered to
depressed patients who do not respond
to initial treatments.
Anyone can suffer from depression.
Depression screening should be
completed on admission for all
patients.
Workload limitations hinder your
ability to perform depression
screening.
You could reliably complete
depression screening upon patient
hospital admission.

Ref:
Haddad, M., Menchetti, M., McKeown, E., Tylee, A., & Mann, A. (2015). The development and
psychometric properties of a measure of clinicians' attitudes to depression: the revised
Depression Attitude Questionnaire (R-DAQ). BMC Psychiatry, 15, 7.
https://doi.org/10.1186/s12888-014-0381-x
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Attachment 3
Late-Life Depression Quiz
Please answer True or False for each question. Please do not skip any questions. Thank you for
your participation.
1. Older people are more likely than
younger people to say “I’m depressed”
2. It is normal for older people to feel
depressed a good part of the time
3. Memory problems may be a sign of
depression
4. Depression is easy to recognize in an
older person who is physically ill
5. Health professionals often have
difficulty diagnosing depression in older
adults
6. It is common for older people to talk
about suicide
7. The older you get, the more likely you
are to be depressed
8. There is a higher suicide rate among the
elderly than among younger adults
9. Family and friends can usually help the
depressed older person by telling him or
her to “count your blessings” or “look at
the bright side.”
10. Most older people who talk about
committing suicide are not serious
11. A complete medical evaluation is needed
to rule out physical reasons for
depression.
12. If depression is severe, there is little the
depressed person can do to help himself
13. Depression among the elderly can be
effectively treated with medication

Ref:
Pratt, C. C., Wilson, W., Benthin, A., & Schmall, V. (1992). Alcohol problems and depression in
later life: development of two knowledge quizzes. The Gerontologist, 32(2), 175–183.
https://doi.org/10.1093/geront/32.2.175
Robert G. Zylstra EdD, LCSW & Jean A. Steitz PhD (2001) Physician and public knowledge of
depression among older adults. Gerontology & Geriatrics Education, 21:3, 1320, DOI: 10.1300/J021v21n03_03
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Attachment 4
Confidence Scale for Depression Care in Older Adults
Please read the questions carefully, for every one of them place a marker in the square that you
believe is the most appropriate answer. Please do not leave any unanswered questions, thank
you for your cooperation.
Question:
Completely Not
Somewhat Confident Very
Not
Confident Confident
Confident
Confident
1. How confident are you in
detecting signs and symptoms of
depression in older adults?
2. How confident are you with
using depression
assessment/evaluation tools with
older adults?
3. How confident are you with
explaining risk factors in older
adults with depression?
4. How confident are you with
drawing out a nursing care plan
for older adults who have signs
and symptoms of depression?
5. How confident are you with
providing appropriate health
education for older adult patients
with depression?
6. How confident are you that your
nursing care plan is appropriate
for older adults who have
depression?
7. How confident are you with
discussing the possible strategies
of depression treatments and the
conditions of depression with
patients and their families?
8. How confident are you
discussing the treatment of
depression for older adults with a
professional healthcare team?
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9. How confident are you with
understanding the situation and
providing advice when older
adults with depression refuse
treatment?
10. How confident are you in
explaining the effects and side
effects of commonly prescribed
depression medications?
11. How confident are you in
showing your coworkers and
supervisors that you have the
ability to provide care when
older adults are presenting with
signs and symptoms of
depression?
12. How confident are you when you
are performing care for adults
with depression?

Ref:
Huang, H. T., Chuang, Y. H., Hsueh, Y. H., Lin, P. C., Lee, B. O., & Chen, C. H. (2014).
Depression in older residents with stroke living in long-term care facilities. The Journal
of Nursing Research : JNR, 22(2), 111–118.
https://doi.org/10.1097/jnr.000000000000002
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